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INVESTIGATIONS CONCERNING ACTUAL METHODS
EMPLOYED IN THE MANAGEMENT OF
COMMON DERMATOSES
III. SYMPOSIUM ON THE PRACTICAL MANAGEMENT
OF PSORIASIS*
The contributions of the various authors were received in
response to the following questionnaire. The replies are here
published with only minor editorial changes, which in no way
affect the intended meaning of the contributors.
QUESTIONNAIRE ON THE PRACTICAL MANAGEMENT OF PSORIASIS
1. What is the approximate incidence of psoriasis in your dermatologic material?
A) Is it the most common dermatosis, or the second, third, fourth, fifth,
etc., most common?
B) Does it appear more frequently in the male or female, fat or thin patient,
etc., etc.?
2. Do you find the tendency to psoriasis to run in families? If so, how strong
do you believe this tendency to be? About what proportion of your cases
have a family history?
3. A) Approximately what proportion of your cases have arthritis?
B) Are there particular forms of psoriasis which are more likely to have
arthritis than are other forms?
4. A) Approximately what proportion of your cases tend to clear up in the
summer, or on exposure to sunlight?
B) What is your experience regarding the effects of
a) Changes of season or of environment?
b) Psychic influences?
5. A) What different varieties of psoriasis do you attempt to distinguish?
(Please list)
B) Do you consider pustular psoriasis a variation of psoriasis or a separate
entity?
6. What is your routine treatment of the average uncomplicated case of psoriasis
vulgaris? (Please give exact prescriptions and directions, exact dosage of
* This is the third in the projected series. The first of these Symposia was
that on "Practical Management of Acne Vulgaris," which appeared in the Jour.
Invest. Dermat., 3: 143, 1940; the second was on "Practical Management of
Eczematous Ringworm of the Hands and Feet ("Athlete's Foot"—Dermatophy-
tosis and Dermatophytids), which appeared in 3: 523, 1940.
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physical agents employed, etc., and taking particular sites into considera-
tion—scalp, perianal area, etc.)
A) Local therapy (chrysarobin, anthralin, tars, etc.)
B) Physical therapy (x-ray, ultra-violet light, etc.)
C) Oral medication (arsenic, vitamins, hormones, etc.)
D) Medication by injection (arsenic, autohemo, manganese, "vaccines,'!
etc.)
E) Diets (fat poor, protein poor, etc.)
F) Other treatment.
7. Do you employ photosensitizing agents in conjunction with ultra-violet
therapy? If so, which do you employ? (Tar, fluorescein, etc.)
8. Can you venture an opinion regarding the relative value of the remedies you
have mentioned under (6)? If so, please give your opinion of the first,
second, third, and fourth most valuable.
9. What do you believe to be the prognosis of the average ease of psoriasis
vulgaris?
A) With treatment?
B) Without treatment?
10. Have you any theories regarding the possible cause or pathogenetic mechanism
at the basis of psoriasis? If so, please specify briefly, e.g., do you believe
it to be due to an infectious agent? a metabolic disturbance: a deficiency
or dyxvitaminosis? a geno-dermatosis (nevoid)?
1. Contribution of Dr. Samuel Ayres, Jr. Prof. Dermat. and
Syphil. Coil. Med. Evangelists; Prof. Dermat. and Syphil.
Dental School, Southern Cal. U.; Att. Phys.: Good Samari-
tan Hospital, Cal. Lutheran Hosp., Cedars Lebanon Hosp.,
Hollywood Hosp.; Sr. Att. Phys. Dept. Dermat., Los Angeles
Co. Gen. Hosp.
(The following statistics include 707 private patients seen dur-
ing the past seventeen and a half years in the office of Dr. Samuel
Ayres, Jr. and Dr. Nelson Paul Anderson.)
1. What is the approximate incidence of psoriasis in your dermatologic material?
A. Is it the most common dermatosis, or the 8econd, third, fourth, fifth, etc.,
most common?
B. Does it appear more frequently in the male or female, fat or thin patient,
etc., etc.?
(A) The eighth most common dermatosis. (B) Female, 364;
Male, 343.
2. Do you find the tendency to psoriasis to run in families? If so, how strong do
you believe thi8 tendency to be? About what proportion of your cases have a
family history?
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Family history of psoriasis in forty-three patients, or 6 per cent.
8. A. Approximately what proportion of your cases have arthritis?
B. Are there particular forms of psoriasis which are more likely to have arthritis
than are other forms?
Associated arthritis in eighty-five cases or 12 per cent.
Types of arthritis not noted. Types of psoriasis having arthri-
tis not noted. (See 5A)
4. A. Approximately what proportion of your cases tend to clear up in the 8ummer,
or on exposure to sunlight?
Number of cases clearing up in summer or on exposure to sun-
light, difficult to ascertain.
B. What is your experience regarding the effects of
a. Changes of season or of environment?
b. Psychic influences?
(a) Effects of change of season or environment not noted
specifically.(b) 11.3 per cent of the patients described themselves as
nervous or under nervous tension.
5. A. What different varieties of psoriasis do you attempt to distinguish? (Plea8e
list)
Psoriasis vulgaris (chronic) with limited or wide distribution,
discoid or circinate.
Acute psoriasis—of ten appearing suddenly and usually fol-
lowing some acute infection, such as sore throat, flu, etc.—approx-
imately 3 per cent. This is usually wide-spread and consists of
small pea- to dime-sized lesions.
Flexural psoriasis—percentage not noted but relatively infre-
quent, involving pen-anal area, umbilicus, inframammary areas,
axillae, etc., frequently however with a few typical lesions in the
more characteristic areas. Inter-gluteal lesions not uncommon
in ordinary psoriasis vulgaris.
Arthropathic psoriasis—relatively uncommon but usually
very extensive, sometimes with exaggerated nail involvement,
and associated with a deforming type of arthritis.
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Exfoliative psoriasis—Rare, universal, exfoliating type.
B. Do you consider pustular psoria8is a variation of psoria8is or a separate
entity?
I have seen several rare instances of psoriasis with pustular
lesions, but I do not believe that the so-called "recalcitrant
vesiculo-pustular eruption of the palms and soles" should be
called "pustular psoriasis" unless accompanied by typical
psoriatic lesions on other parts of the body. In my experience,
the classical, recalcitrant, vesiculo-pustular eruptions while not
common, are not extremely rare, and I have yet to see one asso-
ciated with typical psoriasis.
6. What is your routine treatment of the average uncomplicated case of psoriasis
vulgaris? (Please give exact prescriptions and directions, exact dosage of
physical agents employed, etc., and taking particular sites into consideration—
scalp, perianat area, etc.)
A. Local therapy (chrysarobin, ant hralin, tars, etc.)
Local therapy. Acute cases only bland applications, such as
boric ointment or two to four per cent salicylic acid in ointment
base, relying mostly on autohemotherapy, mild ultra-violet,
eradication of focal infection, etc.
Chronic cases. I usually begin with the following:
}& Salicylic acid 1.
% Anthralin ointment 6.0
Petrolatum, q.s. ad 30.0
The strength of the salicylic acid and the anthralin are gradu-
ally increased according to tolerance. If response is not good, I
switch to:
1 Salicylic acid 1.
Chrysarobin 0.6
Petrolatum 30.
Again the strength may be increased as indicated. Chrysa
robin is not used about the face or scalp but anthralin is. In
some cases I employ White's crude coal tar paste at night, followed
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the next day by ultra-violet light after the tar has been removed.
The formula:
Crude coal tar 4.
Zinc oxide 2.
Cornstarch 15.
Petrolatum 15.
For the pen-anal region, if the above medications are not toler-
ated, I try:
1 Sulphur precipitate 1.0—2 .0
Salicylic acid 1.0—2.0
Petrolatum 30.
I have in a few instances, found the following formula to be
helpful:
1 Resorcin 1.0
Liq. carbonis detergens 12.5
Special Base ad 60.0
The special base is made up as follows:
Glyceryl monostearate 10.
Spermacetti 5.
Petrolatum 3.
Liquid petrolatum 2.
Glycerin 3.
Water 72.
B. Phy8ical therapy (x-ray, ultra-violet, tight, etc.)
X-ray in one-quarter skin unit doses at weekly intervals up
to fifteen doses, in cases where the lesions are limited in extent,
are of unusual obstinacy, or where the patient requires prompt
action with a minimum of "messiness." Obviously the question
of previous X-ray dosage must be considered and the patient
warned of the dangers of too prolonged or repeated treatment
by X-ray, especially in a disease which, like psoniasis, has a
tendency to recur. X-ray is practically imperative for the effec-
tive treatment of nail lesions. X-ray usually clears the lesions,
but by no means cures.
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Generalized ultra-violet light with or without tar sensitization
is valuable in many cases but not invariably so. I have an im-
pression, although I cannot prove it, that the "hot quartz light"
is more effective in psoriasis than the shorter wave "cold quartz."
Natural sun baths, if obtainable, are often helpful. The dosage
should be sufficient to produce mild erythema with tanning.
Acute psoriasis can be made much worse by overdosing.
C. Oral medication (arsenic, vitamin8, hormone8, etc.)
Oral medication. A combination of desiccated thyroid, gr
and pilocarpine hydrochloride gr of each, one t.i.d., p.c., in
some cases is very effective; in others useless. I am strongly
opposed to the use of arsenic in psoriasis because the type ordi-
narily helpful, such as Fowler's solution or Asiatic pills, exerts
cumulative effects in the tissues and I do not believe ever actually
cures. I have encountered a number of patients with arsenical
keratoses of the palms and soles and multiple superficial epithe-
liomas whose only known exposure to arsenic was in the form of
Fowler's solution, taken many years previously. I have seen
no specific effects from vitamins or hormones in psoriasis, except
occasionally from thyroid.
D. Medication by injection (arsenic, autohemo, manganese, "vaccines," etc.)
Medication by injection. Autohemotherapy, usually pre-
ceded by an intravenous injection of either ten cc of sodium
thiosuiphate or five cc of calcium thiosuiphate, sometimes appears
helpful, especially in the acute type of case. I have had no
experience with arsenic by injections, manganese or vaccines in
psoriasis. Thymus extract intramuscularly, cleared up one case
of many years standing; ineffective in others.
E. Diegs (fat poor, protein poor, etc.)
Diet. During the past several years I have recommended a
diet low in fat, but I can draw no conclusions as yet. I prohibit
alcohol, which I have seen definitely to cause exacerbations in
several cases.
F. Other treatmen1.
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I always have a careful check made for possible foci of infection
which I believe may be an important contributing factor in pso-
riasis. This is proven in some of the acute cases which definitely
follow immediately after an acute infection, such as acute ton-
sillitis, etc. Such foci if found, should be eradicated.
7. Do you employ photosensitizing agents in conjunction with ultra-violet therapy?
If 80, which do you employ? (Tar, fluorescein, etc.)
Occasionally employ tar (see 6-A).
8. Can you venture an opinion regarding the relative value of the remedies you have
mentioned under (6)? If 80, please give your opinion of the first, second, third,
and fourth most valuable.
Most valuable remedies (clinical impressions): 1) X-ray, frac-
tional doses, 2) chrysarobin, 3) anthralin, 4) ultraviolet light.
9. What do you believe to be the prognosis of the average ca8e of psoriasia vulgaris?
A. With treatment?
B. Without treatment?
Prognosis with treatment—some degree of improvement in at
least seventy-five per cent of cases (clinical impression). I can-
not recall any permanent cures.
Without treatment—some cases remain stationary, others
fluctuate for various reasons. I have seen some cases improve
during pregnancy and others become aggravated during preg-
nancy. I have seen mild cases of psoriasis become aggravated
by acute infections such as tonsillitis, etc., or by nervous exhaus-
tion or overindulgence in alcohol. I have never heard of any
cases of psoriasis undergoing a spontaneous and permanent
"cure."
10. Have you any theories regarding the possible cause or pathogenetic mechanism
at the basis of psoriasis? If so, please specifly briefly, e.g., do you believe
it to be due to an infectious agent? a metabolic disturbance: a deficiency or
dysvitaminosis? a genodermatosis (nevoid)?
I believe psoriasis is due to some metabolic imbalance, possibly
a disturbance in mineral metabolism, hormonal balance, or en-
zyme activity. I believe that focal infection plays an important
role in precipitating a first attack or in causing an exacerbation
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of a relatively quiescent case in which the soil has been already
prepared by some such disturbance as mentioned above. If it
were a geno-dermatosis (nevoid), I do not see how it could undergo
spontaneous remissions as it sometimes does.
2. Contribution of Dr. S. W. Becker, Assoc. Prof. Dermat. and
Syphil. Chicago University
1. What is the approximate incidence of psoriasis in your dermatologic material?
A. 18 it the mo8t common dermatosis, or the second, third, fourth, fifth, etc.,
most common?
Our statistics of frequency cover the four years from 1930 to
1933 inclusive. During this period 3 per cent of our patients had
psoriasis. It varied in frequency from 7th to 12th in the list of
dermatoses.
B. Does it appear more frequently in the male or female, fat or thin patient,
etc., etc.?
Of 200 patients 102 were men and 98 were women. Of 112
patients, 32 were fat, 11 were thin and 69 were "well nourished."
9. Do you find the tendency to psoria8i8 to run in families? If so, how strong do
you believe thi8 tendency to be? About what proportion of your case8 have a
family hi8tory?
Of 44 patients where family history was mentioned, 19 or 43
per cent were recorded as positive.
8. A. Approximately what proportion of your cases have arthritis?
26 out of 200 patients or 13 per cent had arthritis in some form
or other.
B. Are there particular forms of psoriasis which are more likely to have arthriti8
than are other form8?
We have no definite figures but I have the impression that
psoriasis involving the nail bed and vicinity is apt to be asso-
ciated with arthritis.
4. A. Approximately what proportion of your C08C8 tend to clear up in the summer,
or on exposure to sunlight?
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78 per cent of patients tend to clear up in the summer or on
exposure to sunlight.
B. What is your experience regarding the effects of
a. Changes of season or of environment?
Of 69 histories where seasonal variation is mentioned, 5 showed
no variation, 7 recorded the onset in summer or aggravation in
summer, 2 were better in winter, 1 was worse in spring and
autumn, 44 were worse in winter and 10 reported improvement
under the influence of sunshine or ultraviolet light. Two addi-
tional patients stated that their psoriasis improved during their
vacation.
b. P8ychic influences?
Of the 200 patients, 69 were designated as nervous, worrisome
and hyperactive. Seven were labelled as hyperactive, one was a
brilliant student, and one was a faculty member. While we have
no figures as to the precipitating influence of psychic trauma, I
can recall off-hand 4 patients where such trauma immediately
preceded a generalized outbreak.
5. A. What different varieties of psoriasis do you attempt to distinguish? (Plea8e
list)
The majority of patients fall in the group of psoriasis vulgaris.
We have had one patient with psoriasoid, one or two on whom the
diagnosis of eczematoid psoriasis was made, and one patient with
psoriatic arthritis where diagnosis of pustular psoriasis was made.
The diagnosis of arthropathic psoriasis has been made on several
occasions.
B. Do you consider pustular psoriasis a variation of psoriasis or a separate
entity?
I believe there is a definite entity "pustular psoriasis," which is
characterized by accentuation of the ordinary inflammatory
phenomena of the disease. The pustular psoriasis of Barbour
should in my opinion be designated "pustular dyshidrosis."
6. What is your routine treatment of the average uncomplicated case of psoriasis
vulgaris? (Please give exact prescriptions and directions, exact dosage of
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physical agents employed, etc., and taking particular sites into consideration—
scalp, perianal area, etc.)
A. Local therapy (chrysarobin, anthralin, tars, etc.)
B. Physical therapy (x-ray, ultra-violet, light, etc.)
C. Oral medication (arsenic, vitamins, hormones, etc.)
D. Medication by injection (arsenic, autohemo, manganese, "vaccines," etc.)
E. Diets (fat poor, protein poor, etc.)
F. Other treatment.
We use the Goeckermann treatment for psoriasis, consisting of
application of White's 5 per cent crude coal tar ointment twice
daily, to be rubbed in vigorously with a wooden tongue blade.
Generalized ultraviolet light is given cautiously once daily. The
patient continues the ultraviolet therapy after returning home,
which is the best insurance against recurrence. Autohemic
injections consisting of withdrawal of 10 cc. of blood and imme-
diate injection into the buttock are made twice weekly f or 5 weeks.
Colloid bath is taken once daily. The diet consists of a restricted
protein diet. Psoriasis of the scalp is treated by means of a 20
per cent ammoniated mercury ointment or by Stokes' scalp oint-
ment (cold cream containing 20 per cent oil of cade, 10 per cent
sulfur and 5 per cent salicylic acid). Psoriasis of the nails is
treated by means of 5 per cent salicylic acid in 5 per cent ammo-
niated mercury ointment along with roentgen therapy. Roent-
gen therapy is used only for resistant patches, such as large
plaques on the legs. Lipocaic has been used experimentally and
has resulted in clearing about 30 per cent of the eruptions and
improvement in about another 50 per cent.
7. Do you employ photosensitizing agents in conjunction with ultra-violet therapy?
If so, which do you employ? (Tar, fluorescein, etc.)
Tar is employed as a photosensitizing agent in connection with
ultraviolet therapy.
8. Can you venture an opinion regarding the relative value of the remedies you have
mentioned under (6)? If so, please give your opinion of the first, second, third,
and fourth most valuable.
I believe it is the combination of crude coal tar ointment and
ultraviolet light which results in the greatest improvement.
9. What do you believe to be the prognosis of the average case of psoriasis vulgaris?
A. With treatment?
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All patients with an average eruption will be cleared up by
means of the above mentioned therapy in three to four weeks,
especially if they are hospitalized.
B. Without treatment?
Without treatment the psoriatic eruption persists indefinitely
although it may improve or actually clear up during the summer.
10. Have you any theories regarding the pos8zble cause or patho genetic mechanism
at the basis of p8oriasis? If so, please specify briefly, e.g., do you believe
it to be due to an infectiou8 agent? a metabolic disturbance: a deficiency or
dysvitaminosis? a genodermatosis (nevoid)?
Of the four suggested causes, I believe that a metabolic dis-
turbance would be the best guess as to the possible causation.
It is our impression that psoriasis occurs chiefly in hyperactive,
exhausted individuals, so that nervous exhaustion may play a
role in causation and aggravation of the disease.
3. Contribution of Dr. Louis Chargin, Assoc. Derm., Mt. Sinai
Hosp.; Assoc. Clin. Prof., Post Grad. Hosp., Col. 111.; Chief,
Div. Venereal Dis., N. Y. City Dept. Health.
1. What is the approximate incidence of psoriasis in your dermatologic material?
A. Is it the most common dermatosis, or the second, third, fourth, fifth, etc.,
most common?
It varies with season. I should say it is 8th or 9th most com-
mon disease.
B. Doe8 it appear more frequently in the male or female, fat or thin patient,
etc., etc.?
It appears to be more common in the male and in robust in-
dividuals.
. Do you find the tendency to psoriasis to run in families? If so, how strong do
you believe this tendency to be? About what proportion of your case8 have a
family history?
Patient's answer is usually no. About 5 per cent admit a
familial history.
S. A. Approximately what proportion of your cases have arthritis?
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A very small proportion have arthritis, perhaps not more than
per cent.
B. Are there particular forms of psoriasis which are more likely to have arthritis
than are other forms?
Yes. As a rule the psoriasis in these cases is most often seen
around the small joints of the hands and feet.
4. A. Approximately what proportion of your cases tend to clear up in the summer,
or on exposure to sunlight?
The majority.
B. What i8 your experience regarding the effects of
a. Changes of season or of environment?
There is a definite tendency for it to be less marked during
summer months.
b. Psychic influences?
Do not think that psychic influence has any effect.
5. A. What different varieties of psoriasis do you attempt to distinguish? (Please
li8t)
1. Small type lesions (generalized as a rule).
2. Large type lesion, often with tendency to gyrate figures
(localized and generalized).
3. Lesions on palms and fingers, often with fissures.
4. Lesions on penis (glans).
5. Post-auricular, perhaps a mixture with Seborrhoea.
6. Around fingers and toe joints, more or less acute in char-
acter.
7. Perianal and genitocrural region, often eczematized in these
locations, and often with fissures. This type also seen
under the breasts.
B. Do you consider pustular psoriasis a variation of psoriasis or a separate
entity?
I do not regard so-called palmar pustular psoriasis as a true
type of this disease, and limit the term to that type chiefly ob-
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served on the extremities, primarily, and in the form of trans-
luscent papules, and not infrequently associated with arthritis.
6. What is your routine treatment of the average uncomplicated case of psoriasis
vulgari8? (Please give exact prescriptions and directione, exact dosage of
physical agents employed, etc., and taking particular sites into consideration—
scalp, perianal area, etc.)
A. Local therapy (chrysarobin, anthralin, tars, etc.)
For local therapy, chrysarobin, by far the best remedy, in to
2 per cent strength, rarely higher. Around perianal region, in
zinc ointment. Elsewhere on body, in lanolin and vaseline. For
scalp, ammoniated mercury 10 to 20 per cent strength in cold
cream or similar base. With salicylic acid when marked scales
are present.
B. Physical therapy (x-ray, ultra-violet, light, etc.)
Almost never employ x-ray, except (rarely) when there is
superadded eczema with fissures and itching. Ultra violet ray
almost never.
C. Oral medication (arsenic, vitamins, hormones, etc.)
I stopped the use of arsenic, except occasionally in very chronic
cases. Do not use vitamins or hormones.
D. Medication by injection (arsenic, autohemo, manganese, "vaccines," etc.)
Same as preceding paragraph.
E. Diets (fat poor, protein poor, etc.)
Diets. Have tried all, and found all wanting.
F. Other treatment.
Exposure to sun, plus salt water bathing, often effective.
7. Do you employ photosensitizing agents in conjunction with ultra-violet therapy?
If so, which do you employ? (Tar, fluorescein, etc.)
Very little experience with it.
8. Can you venture an opinion regarding the relative value of the remedies you have
mentioned under (6)? If so, plea8e give your opinion of the first, second, third,
and fourth most valuable.
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Regard chrysarobin as first, anthralin second, tars, third.
Mercury for certain regions (scalp, face, and in more or less
acute cases).
9. What do you believe to be the prognosis of the average case of porais vulgaris?
A. With treatment?
It is possible to clear up most attacks with persistent therapy.
Know of no cures. Recent cases respond best. Old cases very
difficult to influence with any form of treatment.
B. Without treatment?
Individual attacks tend to disappear spontaneously in some
cases.
10. Have you any theories regarding the possible cause or patho genetic mechanism
at the basis of psoriasis? If so, please specify briefly, e.g., do you believe it to
be due to an infectious agent? a metabolic disturbance: a deficiency or dys-
vitamiflo8is? a genodermatosis (nevoid)?
Have no opinion on cause. There are points in favor of all
theories respecting etiology of this disease.
4. Contribution of Dr. Theodore Cornbleet, Associate Professor
of Dermatology, University of Illinois College of Medicine,
Chicago.
1. What is the approximate incidence of psoriasis in your dermatologic material?
A. Is it the most common dermatosis, or the second, third, fourth, fifth, etc.,
most common?
I find that acne, eczematoid ringworm, dermatitis venenata
and eczema are more common than psoriasis.
B. Does it appear more frequently in the male or female, fat or thin patient,
etc., etc.?
The incidence between the sexes seems to be equally divided.
I have the definite impression that psoriasis occurs less commonly
in thin, tall and asthenic types and more often in fat, short,
asthenic persons.
L Do you find the tendency to psoriasis to run in families? If so, how strong do
you believe this tendency to be? About what proportion of your cases have a
family history?
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Psoriasis does not appear to me to have much of a tendency to
run in families; I do not recall treating two or more members of a
family simultaneously. I have no statistics to guide my opinion,
but my guess would be that not more than one case in twenty
gives a family history of psoriasis.
3. A. Approximately what proportion of your cases have arthritis?
I do not believe arthritis is associated particularly with pso-
riasis other than the arthropathic type. Arthritis is a fairly
common disorder so one would expect some subjects with psoriasis
to also have arthritis. Besides investigating this question
statistically, it would be well to know whether young psoriatic
subjects have arthritis more often than individuals in the same
age group.
B. Are there particular forms of psoriasis which are more likely to have arthritis
than are other forms?
The arthropathic form is more often coupled with arthritis
than are other types.
4. A. Approximately what proportion of your cases tend to clear up in the summer,
or on exposure to 8unlight?
Without being able to express the number in percentages, I
believe many of my patients improve or their lesions completely
disappear in the summer. I remember one man, who had had
psoriasis for many years whose eruption cleared each summer.
He was certain that he did not improve until he was able to resume
sun bathing. Quartz lamp therapy did not accomplish the same
results.
B. What is your experience regarding the effects of
a. Changes of season or of environment?
Those persons whose psoriasis improves with change of resi-
dence or environment obtain but temporary relief. With
longer stays at the new residence, the eruption recurs.
b. Psychic influences?
I have not observed any psychic influences on psoriasis.
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5. A. What different varieties of psoriasis do you attempt to distinguish? (Please
list)
Vulgaris, Erythematous, Arthropathic, Pustular, Exfoliative.
B. Do you consider pu.stular psoriasis a variation of psoriasis or a separate
entity?
A variation of psoriasis. I mean those patches as on the palms,
where pustules appear without psoriatic lesions being present
previously and not ordinary patches of psoriasis with pustular
insets.
6. What is your routine treatment of the average uncomplicated case of psoriasis
vulgaris? (Please give exact pre8criptions and directions, exact dosage of
physical agents employed, etc., and taking particular sites into consideration—
scalp, perianal area, etc.)
A. Local therapy (chrysarobin, anthralin, tars, etc.)
I reserve chrysarobin for hospital cases and then use it in 2 to
10 per cent strength in petrolatum. I have found this prepara-
tion more effective than the cleaner ones, as when made with
collodion and gutta percha. The 10 per cent strength with 2
per cent phenol is useful on small, resistant patches. I prefer
anthralin to chrysarobin, but it has the disadvantage of greater
expense, when much has to be used. Anthralin I find is more
effective, cleaner, and easier to use at home. It is safer to use
weaker ointments of this—the one-tenth per cent. The stronger
concentrations, such as the one-half per cent, are best reserved
for smaller, thicker and more resistant sites. Of the tars, I
prefer the crude coal tar and especially combined with ammoni-
ated mercury. Six per cent washed crude coal tar and 10 per
cent ammoniated mercury are incorporated with 6 per cent zinc
oxide in equal parts of lanolin and petrolatum. This application
is not made to the scalp. There 10 per cent ammoniated mercury
is combined with 5 per cent salicylic acid in a base consisting of
equal parts of castor oil and petrolatum. This is a thin material
and rubbing the hair with a cloth wet with alcohol facilitates its
removal by washing.
B. Physical therapy (x-ray, ultra-violet, light, etc.)
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X-rays are useful in resistant areas to obtain some momentum
which can be continued with local therapy. I do not give more
than 2 erythema local doses a week apart. Ultraviolet therapy
is useful, but I use it mostly in conjunction with crude coal tar
ointment. I have felt that some patients have derived benefit
from sweat baths. The trunk and extremities are encased in a
rubber bag while in a heat cabinet which uses incandescent lamps
as the source of heat.
C. Oral medication (arsenic, vitamins, hormones, etc.)
Arsenic is the most useful of oral remedies. It is to be used
only in chronic, established eruptions. Fowlers So!. from three
to ten drops three times a day, for a total of three weeks is alter-
nated with a rest period of a month. I have not found vitamin D
nor any of the other vitamins of much assistance in psoriasis.
The same may be said of the hormones. I have, however, had
distinct encouragement from Abbott's Liver Extract on several
occasions. I do not know that such benefit proceeded from the
vitamins contained, but it may be doubted. Such improvement
from liver therapy was partial and not completely clearing.
D. Medication by injection (arsenic, autohemo, manganese, "vaccines," etc.)
The injection of iron cacodylate intravenously may be of service
at times as may sodium salicylate. For some reason, they may
give a brilliant result in isolated cases with mediocre effects in
the large majority. There is no question but that autohemo-
therapy can fortify local therapy. I have found blood letting
equally useful, taking 100 cc. at 10 day intervals.
E. Diets (fat poor, protein poor, etc.)
I do not believe that diets poor in fat or protein are of great
value in themselves. Such diets, when they cause improvement,
do so, in my opinion, by causing the patient to eat less. I think
that diets that cause a loss in weight are helpful. The patient
is limited to a 1200 to 1500 calorie diet, depending on the size and
sex and amount of physical work. The desire for food is curbed
by administering 10 mgm. amphetamine sulphate before breakfast
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and lunch and five before dinner. If this interferes with sleeping,
the evening dose is withdrawn. If this dosage form makes the
patient nervous, 5 mgm. tablets are substituted for the 10 mgm.
ones.
F. Other treatment.
In several patients I have seen improvement simultaneous with
the taking of pancreatin (Abbott). Two tablets of the triple
strength are taken after each meal.
7. Do you employ photosensitizing agents in conjunction with ultra-violet therapy?
If so, which do you employ? (Tar, fluorescein, etc.)
I employ tar and follow the Goeckerman technic. At one time
I attempted to use tar between thin Quartz sheets, but this was
not successful.
8. Can you venture an opinion regarding the relative value of the remedies you have
mentioned under (6)? If so, please give your opinion of the first, second, third,
and fourth most valuable.
Their value could be set down thusly: 1) physical therapy
(x-ray), 2) local therapy, 3) medication by injection, 4) oral
medication, 5) reducing diets.
9. What do you believe to be the prognosis of the average case of psoriasis vulgaris?
A. With treatment?
Treatment must be persisted in until all the eruption is gone.
Resumption of treatment should be begun with the very first
signs of new lesions. I do not know anything that presages
recurrence nor what will prevent it.
B. Without treatment?
Untreated psoriasis may clear spontaneously, especially in the
summer, most often in early cases. Otherwise there is apt to be
a waxing and waning of the eruption without entirely clearing.
There is a high water mark to any given case which goes about so
far with each recrudescence. Psoriasis subjects may be classified
according to the severity of their psoriasis and they tend to remain
in the same classification after the disease becomes established.
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This is not to say that there are not fluctuations from time to
time in the amount and thickness of the lesions but simply that
the crest in a given case tends to remain near a certain level.
When the face and hands are involved, the eruption is stubborn.
10. Have you any theories regarding the possible cause or patho genetic mechanism
at the basis of psoriasis? If so, please specify briefly, e.g., do you believe it
to be due to an infectious agent? a metabolic disturbance: a deficiency or
dysvitaminosis? a genodermatosis (nevoid)?
My feeling is that psoriasis is based on a metabolic disturbance.
According to my studies there is present in the lesions an increased
level of glycogen and a reduction in that of glucose. This in itself
probably is not the direct cause of the disease, but suggests that
there may be some interference with enzymatic mechanisms.
Ordinary patches of dermatitis do not show this carbohydrate
pattern present in psoriasis.
5. Contribution of Dr. Everett C. Fox, Att. Dermat. Baylor
U. Hosp.; Dallas Venereal Disease Control Clinic; Methodist
Hosp.; Parkiand Hosp.; Cons. Dermat., Dallas Tuberculosis
Assn. Associate Prof. Clinical Dermat. and Syphil.,
Baylor U.
1. What is the approximate incidence of psorza8zs in your dermatologic material?
In my office psoriasis represents approximately 1 per cent of the
patients examined. This is made on the basis of 108 new psoriatic
patients examined in 10 years out of a total of about 10— to 12,000
new patients.
A. Is it the most common dermatosis, or the second, third, fourth, fifth, etc.,
most common?
Psoriasis is probably the sixth or eighth most common diagnosis;
acne, dermatophytosis, seborrhea, impetigo, being more frequent.
B. Does it appear more frequently in the male or female, fat or thin patient,
etc., etc.?
My experience is that psoriasis is slightly more frequently seen
in the male. A few cases have been seen in the thin individual
and although by no means are all of the individuals considered
fat, they are at least on the well-nourished side.
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2. Do you find the tendency to psOria8is to run in families? If so how strong do you
believe this tendency to be? About what proportion of your cases have a family
history?
I believe there is a definite tendency for psoriasis to be a familial
disease and at least half the cases give a history of other members
of the family either having psoriasis or having some chronic,
scaly, eczematoid patch about the extensors.
S. A. Approximately what proportion of your cases have arthritis?
I have seen only one case in 108 that actually had arthritis of
the type described as psoriasis arthropathica.
B. Are there particular forms of psoriasis which are more likely to have arthritis
than are other forms?
I have not made any observations indicating that particular
forms of psoriasis are likely to have arthritis. This one patient,
however, showed improvement of both her arthritis and psoriasis
when appropriate doses of thyroid were administered.
4. A. Approximately what proportion of your cases tend to clear up in the summer,
or on exposure to sunlight?
The patients who sun-bathe during the summer or use ultra-
violet during winter seem to remain clear longer. I feel that
sunlight has a very definite beneficial effect in psoriasis and that
at least 80 per cent show improvement.
B. What i8 your experience regarding the effects of
a. Changes of season or of environment?
I have not observed any effects of season other than the fact
that sun of summer is helpful and if they get a good tan during
the summer they remain much better during the following winter.
I have seen few cases in Texas that were more marked in the
summer, although I did have that experience in the East.
b. Psychic influences?
I believe that in women with nervous and emotional upsets,
their psoriasis may flare up, or at least it seems to be of more
difficult management.
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5. A. What different varieties of p8orias8 do you attempt to distinguish? (Please
list)
I think all types of psoriasis are variant of the same disease,
and simply distinguish between the nummular type of scaly
patches of the scalp, knees and elbows, and the less frequent type
seen to involve the folds and fiexures of the axillae, groin, anal
area and umbilicus. Of course one could go into a lengthy divi-
sion but those seem to me to be the only two distinctly different
types.
B. Do you consider pustular psoriasis a variation of psoriasi8 or a 8eparate
entity?
I see and recognize psoriasis of the palms but have never con-
sidered the so-called "pustular psoriasis" described as being a
variation of psoriasis.
6. What is your routine treatment of the average uncomplicated case of psoriasi8
vulgaris? (Please give exact prescription8 and directions, exact dosage of
physical agents employed, etc., and taking particular sites into consideration—
scalp, perianal area, etc.)
On the first visit patients are told the nature of their disease
and we use an illustration that psoriasis is similar to diabetes;
that it probably represents a fat metabolism deficiency much as
diabetes is a deficiency in insulin; that as yet we do not have an
injectable material to supplant this and for that reason local
measures are necessary; that only small amounts of x-ray will be
used and only for resistant lesions where local therapy otherwise
fails.
They are given two prescriptions, one labeled strong and one
labeled mild, and advised if the strong irritates, the mild should
be substituted for a few days. The strong: Precipitated sulphur,
oil of cade, ää dm i, saponis mollis dm iv, petrolatum qs oz ii,
to be applied at night; the mild: Hydrargyri ammoniati dm i,
petrolatum qs oz ii. They are advised to have a soap and water
bath at night and apply the salve. If their case is resistant they
are requested to purchase an ultraviolet lamp for use at home
during the winter and to sunbathe as extensively as possible in the
summer. During the winter months they are given Vitamin D.
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A. Local therapy (chrysarobin, ant hralin, tars, etc.)
Local therapy above described. We rarely use chrysarobin or
anthralin but frequently use crude coal tar, especially along with
sun bathing or ultraviolet light. We use crude coal tar, amyli,
aa dm i, unguentum zinc oxide qs oz ii.
B. Physical therapy (x-ray, ultra-violet, light, etc.)
Frequent use of ultraviolet light. For new patients, two or
three x-rays to start them on improvement, mainly for encourage-
ment and to show them the results can be obtained, and after
that it is their responsibility to work sufficiently with their local
measures to remain clear. X-ray will be given later to resistant
lesions only and probably not more than once or twice a year.
C. Oral medication (ar8enic, vitamins, hormones, etc.)
We do not use arsenic as an oral medication but we do give
fairly large doses of Vitamin D at times and feel that it is bene-
ficial. All resistant cases and cases who give a history suggesting
thyroid deficiency are given basal metabolism tests and adequate
thyroid medication is administered.
D. Medication by injection (arsenic, autoacmo, manganese, "vacczne8," etc.)
We rarely give arsenic by injection; occasionally autohemo-
therapy; never manganese or "vaccines". I have recently used
a potent Vitamin B complex with some beneficial results.
E. Diets (fat poor, protein poor, etc.)
I believe very little is accomplished by diet although we do ask
patients to reduce their fat intake but make no attempt to prevent
any fat in their diet.
F. Other treatment.
Other treatment would include every trick known, written,
published and tried, but the above largely suffices.
7. Do you employ photosensitizing agents in conjunction with ultra-violet therapy?
I/so, which do you employ? (Tar,ftuorescein, etc.)
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Tar is used along with ultraviolet light in most cases.
8. Can you venture an opinion regarding the relative value of the remedie8 you have
mentioned under (6)? If 80, please give your opinion of the flr8t, second, third,
and fourth most valuable.
I believe the largest number of cases respond to the oil of cade-
sulphur mixture and next in value is the crude coal tar.
9. What do you believe to be the prognosis of the average case of psoriasi8 vulgaris?
A. With treatment?
75 to 90 per cent of patients clear up and remain clear for a
period and I believe 75 per cent keep themselves clear with use
of tar and ultraviolet.
B. Without treatment?
Without treatment there are improvements and recurrences
but as a rule a gradual increase in the size and number of lesions.
10. Have you any theorie8 regarding the possible cause or patho genetic mechanism
at the basi8 of psoriasis? If so, please specify briefly, e.g., do you believe it
to be due to an infectious agent? a metabolic disturbance: a deficiency or
dysvitaminosis? a genodermatosis (nevoid)?
At the present time I feel that psoriasis is probably a result of
a disturbed lipoid metabolism. Certainly there are at times
other relating factors such as a mild hypothyroidism or possibly
the fact that the patients improve under thyroid medication is
attributable to circumstance that their lipoid disturbance im-
proves on thyroid. Other than vitamin D, vitamins are rarely
used although I have seen one spectacular result with big doses
of vitamin B1.
In general I would say that psoriasis is seen less frequently and
is definitely more easily managed in Texas than in New York.
I attribute this entirely to the large amount of sunshine which
we have over a long period of the year. For that reason I have
encouraged patients to provide themselves with ultraviolet lamps
during winter months when sun bathing is impossible and with
that have had satisfactory results in a rather high percentage of
cases seen which total: 1932—38, 57 cases; 1938, 14; 1939, 8; 1940,
21; 1941, to June 1, 8; total, 108.
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6. Contribution of Dr. John F. Madden, Asst. Prof. Dermat. and
Syphil., U. of Minn.
1. What is the approximate incidence of psoriasis in your dermatologic material?
A. Is it the most common dermatosis, or the second, third, fourth, fifth, etc.,
most common?
Psoriasis is the tweith most common dermatosis in my
experience.
B. Does it appear more frequently in the male or female, fat or thin patient,
etc., etc..?
Psoriasis does not appear more frequently in the male or female,
and, in my experience, psoriasis does not occur more frequently
in any certain type of patient.
. Do you find the tendency to psoriasis to run in families? If so, how strong do you
believe this tendency to be? About what proportion of your cases have a family
history?
Psoriatic families are striking when found but they are unusual
in my experience.
About 4 per cent of my cases have a family history.
3. A. Approximately what proportion of your cases have arthritis?
In 25 per cent of my cases arthritis appeared at sometime dur-
ing the presence of psoriasis. However, arthritis did not im-
mediately precede, accompany, or immediately follow psoriasis
in any case.
B. Are there particular forms of psoriasis which are more likely to have arthritis
than are other forms?
I do not think there are particular forms of psoriasis which are
more likely to have arthritis than other forms.
4. A. Approximately what proportion of your cases tend to clear up in the 8ummer,
or on exposure to sunlight?
Approximately 50 per cent of my cases improve in the summer
on exposure to sunlight—but some get worse.
B. What is your experience regarding the effect8 of
a. Changes of season or of environment?
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Approximately 50 per cent of the patients noticed no seasonal
variation. I have noticed no change in psoriasis that I thought
might be due to a change of environment alone.
b. Psychic influences?
Psoriasis undoubtedly has disturbing psychic influences on
most of the patients who have it.
5. A. What different varieties of psoriasi8 do you attempt to distinguish? (Please
list)
I attempt to distinguish different varieties of psoriasis for the
purpose of treatment oniy: 1) Pustular psoriasis. 2) Psoriasis
in the ascending phase when new lesions are appearing and the
eruption is spreading. 3) Psoriasis in the dormant phase or
descending phase when lesions are healing.
B. Do you consider pustular psoriasis a variation of psoriasis or a 8eparate
entity?
I consider pustular psoriasis a variation of psoriasis. On
becoming quiescent, lesions of pustular psoriasis often change over
to lesions of psoriasis vulgaris.
6. What is your routine treatment of the average uncomplicated case of psoriasis
vulgaris? (Please give exact prescriptions and directions, exact dosage of
physical agents employed, etc., and taking particular site8 into consideration—
scalp, perianal area, etc.)
A. Local therapy (chry8arobin, anthralin, tars, etc.)
I Salicylic acid 2.
Ammoniated mercury 6.
Liquor carbonis detergens 6.
Aquaphor qs 60.
Sig: Apply to lesions B. I. D.
B. Physical therapy (x—ray, ultra-violet, light, etc.)
a) 70 roentgen units of unifitered x-rays at weekly intervals not
exceeding six weeks to lesions on the face. b) 100 roentgen units
of unfiltered x-rays at weekly intervals not exceeding four weeks
to heavily infiltrated plaques such as occur on the elbows, knees,
etc.
C. Oral medication (arsenic, vitamins, hormones, etc.)
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Approximately 1000 units of vitamin B1 daily by mouth.
D. Medication by injection (arsenic, autoacnw, manganese, "Vaccines," etc.)
None in the average case.
E. Diets (fat poor, protein poor, etc.)
Low fat diet. An attempt is made to keep the intake under 30
grams of fat a day.
F. Other treatment.
When patients can be hospitalized, I think that the use of 5
to 15 per cent crude coal tar in petrolatum combined with daily
exposures of ultra-violet light (Goeckerman's treatment) is very
effective.
7. Do you employ photosen8itizing agents in conjunction with ultra-violet therapy?
If so, which do you employ? (Tar, fluorescein, etc.)
Only in patients who are hospitalized.
Crude coal tar.
8. Can you venture an opinion regarding the relative value of the remedies you have
mentioned under (6)? 1180, please give your opinion of the first, 8econd, third,
and fourth most valuable.
I think that a low fat diet and large doses of vitamin B1 com-
bined with the scaling ointment mentioned in (6A) is the most
valuable treatment in the average ambulant case of psoriasis in
the dormant or descending phase. However, this ointment is
often very irritating in the ascending phase so colloidal baths and
boric acid ointment are substituted for it during this period. In
patients who are hospitalized in the dormant or descending phase,
the combination of crude coal tar and ultra-violet light often gives
more rapid therapeutic results.
9. What do you believe to be the prognosis of the average case of psoriasis vulgaris?
A. With treatment?
B. Without treatment?
The average case of psoriasis can be benefited dermatologically
and psychically by treatment.
10. Have you any theories regarding the possible cause or patho genetic mechanism
at the basis of psoriasis? If so, please specify briefly, e.g., do you believe
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it to be due to an infectiou8 agent? a metabolic disturbance: a deficiency or
dysvitamino8is? a genodermatosis (nevoid)?
I have no definite theories regarding the possible cause of
psoriasis except that the noxa which causes psoriasis comes from
within the patient and is probably blood born.
7. Contribution of Dr. Paul A. O'Leary, Chief, Dermat. Service:
Colonial Hosp.; Kahler Hosp.; Director, Dept. of Dermat.
and Syphil., Mayo Clinic; Prof. Dermat. and Syphil., Mayo
Foundation Med. Educ. & Research, Grad. School, Minn. U.
1. What is the approximate incidence of psoriasis in your dermatologic material?
A. Is it the most common dermatosis, or the second, third, fourth, fifth, etc.,
most common?
In 1938 2.5 per cent, in 1939 2.9 per cent, in 1940 2.8 per cent
of the new patients seen in this section had psoriasis. It is the
fourth most common dermatosis we see, exceeded by seborrhea,
acne and contact dermatitis, in that order.
B. Does it appear more frequently in the male or female, fat or thin patient,
etc., etc.?
More frequently in the husky, stout male.
. Do you find the tendency to psoriasis to run in families? If so, how strong do you
believe this tendency to be? About what proportion of your cases have a family
history?
In about 26 per cent of our psoriatics the disease is familial.
3. A. Approximately what proportion of your cases have arthritis?
Fifteen per cent have psoriasis and arthritis; in 12 per cent we
believe the arthritis is of psoriatic origin, while in the remaining 3
per cent the arthritis is of "infectious" origin and apparently
unrelated to the psoriasis.
B. Are there particular forms of psoriasis which are more likely to have arthritis
than are other forms?
Most of the arthritics have the extensive, large plaque type,
with nail involvement in most all of the cases. Only rarely is the
psoriasis of the mild type when associated with arthritis.
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4. A. Approximately what proportion of your cases tend to clear up in the summer,
or on exposure to sunlight?
Approximately two-thirds clear in summer, especially the mild
cases; about 5 per cent are worse in summer, i. e., aggravated by
sunlight.
B. What is your experience regarding the effects of
a. Changes of season or of environment?
b. Psychic influences?
Generally improved by change of environment, especially if
change occurs with change of seasons. Long-standing, wide-
spread or universally involved cases are especially resistant. The
psychic influences seem prominent; exacerbations occasionally
occur under stress and strain, as spouse's death, etc.
5. A. What different varieties of psoriasis do you attempt to distinguish? (Please
list)
Types Distribution
Mild disseminated
Moderate general
Severe scalp
Generalized exfoliative nails
B. Do you consider pustular p8oriasis a variation of psoriaei8 or a separate
entity?
Believe pustular psoriasis is a separate entity (perhaps a
bacterial allergy on a psoriatic background?).
6. What is your routine treatment of the average uncomplicated case of psoriasis
vulgaris? (Please give exact prescriptions and directions, exact dosage of
physical agents employed, etc., and taking particular sites into consideration—
scalp, perianal area, etc.)
The routine treatment as described by Goeckerman consists of
a hospital course of: Coal tar, Ultraviolet light, Daily scrubbing
bath, Whole blood injections.
A. Local therapy (chrysarobin, ant hralin, tars, etc.)
Coal tar ointment, as follows: Crude coal tar (Whites'), drams
II; (White's crude coal tar, Eastern Drug Company, Boston,
Massachusetts); Pulv. zinc oxide, drams II; Corn starch, ounces
II; Petrolatum, ounces II.
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B. Physical therapy (x—ray, ultra-violet, light, etc.)
Ultraviolet light daily to the point of maintaining an erythema.
C. Oral medication (arsenic, vitamins, hormones, etc.)
Vitamin D (used in arthritics, debilitated patients and those
with universal involvement). Not used routinely now, although
the vitamin supplements are employed frequently.
D. Medication by injection (arsenic, aiztoacmo, manganese, "vaccines," etc.)
Whole blood—lO cc. every other day for ten to fourteen days.
E. Diets (fat poor, protein poor, etc.)
Diets employed according to findings—fat poor in presence of
lipemic or semi-lipemic states.
F. Other treatment.
Other treatment such as 5 per cent salicylated ammoniated
mercury ointment for scalp or isolated patches on elbows, knees,
and so forth; x-ray but rarely; typhoid vaccine when arthritis is
present.
7. Do you employ photosensitizing agents in conjunction with ultra-violet therapyt
If so, which do you employ? (Tar, fluorescein, etc.)
Tar.
8. Can you venture an opinion regarding the relative value of the remedies you have
mentioned under (6)? If so, please give your opinion of the fir8t, second, third,
and fourth most valuable.
Believe the combination of tar, ultraviolet light and daily bath
is superior to any other regimen we have employed.
9. What do you believe to be the prognosis of the average ca8e of psoriasis vulgaris?
A. With treatment?
Good for present attack, poor for complete recovery.
B. Without treatment?
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Majority are self-limited, occasionally disappear spontaneously.
10. Have you any theories regarding the possible cause or patho genetic mechanism
at the basis of psoriasis? If 80, please specify briefly, e.g., do you believe it
to be due to an infectious agent? a metabolic disturbance: a deficiency or
dysvitaminosis? a genodermatosis (nevoid)?
No. Favor a vitamin deficiency or metabolic dysfunction?
